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Abstract
Purpose According to DSM, interpersonal functioning
deficits are a main criterion for the general definition of
personality disorders (PDs), but some PD diagnoses do not
appear to be related to impaired interpersonal functioning.
Social deficits have rarely been studied in all PD dimen-
sions to date.
Methods We analyzed 511 adults aged 20–41 years from
the general population of the canton of Zurich, Switzer-
land, using data from the Epidemiology Survey of the
Zurich Programme for Sustainable Development of Mental
Health Services (ZInEP). PD dimensions were measured
with a questionnaire and indicators of interpersonal func-
tioning with a semi-structured interview. Associations were
analyzed with generalized linear models.
Results All PD dimensions were significantly associated
with various indicators of interpersonal functioning defi-
cits, such as distress and conflicts in friendships and part-
nership, feeling lonely, few close friends, and reduced
social support. Schizotypal and borderline PD were rela-
tively strongly associated with distress in friendships when
compared with other PD dimensions. Furthermore, both
dimensions were significantly related to all indicators of
interpersonal functioning deficits.
Conclusions Subjects scoring high on any PD dimension
reported considerable deficits in interpersonal functioning
as characterized by a solitary lifestyle, conflictual and
distressful social relations, and lack of social support. All
DSM-IV PDs are associated with poor interpersonal func-
tioning, but there is some evidence that schizotypal and
borderline symptomatology affects deficits in social inter-
actions even more profoundly and pervasively than other
PD dimensions.
Keywords Interpersonal functioning  Functional
impairment  Quality of life  Distress  Personality
disorders  Social support  DSM-5  Epidemiology
Introduction
Personality disorders (PDs) are persistent and pervasive
patterns of inner experience and behaviour that impact
interpersonal functioning. This conceptualization consti-
tutes the general PD criterion of the operationalized diag-
nostic algorithm in DSM-IV-TR [1] and in the upcoming
DSM-5 [2]. PDs are consequently by definition disorders of
social interactions and interpersonal relations. In other
words, subjects with pathological personality traits exhibit
socio-culturally deviant interpersonal functioning. How-
ever, although conceptualized as a general PD criterion,
interpersonal dysfunction is not readily found in some PD
categories, in particular in histrionic or obsessive-com-
pulsive PD. Thus, it is not surprising that clinicians rate the
social impairment associated with the criterion for those
two PDs as relatively low [3]. Support for this subjective
appraisal is provided by Cramer et al. [4], who found that
histrionic and obsessive-compulsive PDs were not related
to significantly reduced global quality of life. In addition,
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Oltmanns et al. [5] found that histrionic PD was actually
associated with higher social functioning, which is, con-
sidering the general criterion of interpersonal functioning
deficits, a conflicting finding.
As explained above, interpersonal functioning is a fun-
damental factor of PDs, but has hardly been examined with
respect to all 10 PD dimensions to date. Various studies
have reported that global psychosocial functioning is sig-
nificantly impaired in subjects with PDs [4–9]. However,
very few studies have examined specific aspects of inter-
personal functioning. There is evidence that the negative
effects of PD symptoms on interpersonal functioning play a
role in separation and divorce [6, 10, 11], lack of social
support [4, 12], fewer close friends [5], and poorer inter-
personal relationships [4, 13].
To better apprehend the consequences of PD symp-
tomatology on interpersonal functioning, especially in PD
dimensions other than borderline PD, more studies are
required that extensively examine relationships and social
behaviour in subjects with pathological personality. As
Samuels [14] stated in a recent review, there is still a need
for epidemiological studies of factors related to PDs in the
general population. Thus, the aim of the present study was
to expand the literature on interpersonal functioning in all
10 DSM-IV PD dimensions by specifically focusing on
social behaviour, partnership, friendships, social network
as well as social support in a large community sample of
20- to 41-year-old adults.
Methods
Study design and sampling
This study was conducted within the scope of the Epidemi-
ology Survey of the Zurich Programme for Sustainable
Development of Mental Health Services (ZInEP; in German:
‘‘Zu¨rcher Impulsprogramm zur nachhaltigen Entwicklung
der Psychiatrie’’), a research and health care programme
involving several psychiatric research divisions and mental
health services of the canton of Zurich, Switzerland. The
epidemiology survey is one of the six ZInEP subprojects and
consists of four components: (1) a short telephone screening,
(2) a comprehensive semi-structured face-to-face interview
followed by self-report questionnaires, (3) tests in the so-
ciophysiological laboratory, and (4) a longitudinal survey
(see Fig. 1). The telephone screening and semi-structured
interviews started in August 2010, the tests at the socio-
physiological laboratory in February 2011, and the longitu-
dinal survey in April 2011. The screening ended in May 2012
and all other components in September 2012.
First, a total of 9,829 Swiss males and females aged
20–41 years at the onset of the survey and considered
representative of the general population of the canton of
Zurich, Switzerland were screened by computer assisted
telephone interview (CATI) using the Symptom Checklist
27 (SCL-27) [15]. All participants were randomly chosen
through the resident registration offices of all municipali-
ties of the canton of Zurich. Residents without Swiss
nationality were excluded from the study. The CATI was
conducted by GfK (Growth for Knowledge), a major
market and field research institute, in accordance with
instructions from the ZInEP research team. The overall
response rate was 53.6 %. Reasons for non-response were
no response, only telephone responder, incorrect telephone
number, communication impossible, unavailability during
the study period or refusal by a third person or the target
person. In cases where potential subjects were available by
telephone, the response rate was 73.9 %.
Second, 1,500 subjects were randomly selected from the
initial screening sample for subsequent face-to-face inter-
views (response rate: 65.2 %). We applied a stratified
sampling procedure including 60 % high-scorers (scoring
above the 75th percentile of the global severity index of the
SCL-27) and 40 % low-scorers (scoring below the 75th
percentile of the global severity index). The basic sampling
design was adapted from the longitudinal Zurich cohort-
study [16] and was chosen to enrich the sample with sub-
jects at high-risk of mental disorders. Such a two-phase
procedure with initial screening and subsequent interview
with a stratified subsample is fairly common in epidemio-
logical surveys [17].
Fig. 1 The sampling procedure of the ZInEP Epidemiology Survey
318 Soc Psychiatry Psychiatr Epidemiol (2014) 49:317–325
123
Face-to-face interviews were conducted by experienced
and extensively trained clinical psychologists. The inter-
views took place either at the participants’ home or at the
Psychiatric University Hospital in Zurich. All participants
who completed the semi-structured interview were
required to complete additional questionnaires. For this
purpose, the sample was divided into subsamples focusing
either on psychosis (N = 820) or on PDs (N = 680). Out
of a total of 680 subjects in the PD subsample, 169
(24.9 %) refused to return or to complete all questionnaires
required for the present study, resulting in a reduced final
sample size of N = 511 (284 females; 227 males).
The ZInEP epidemiology survey was approved by the
Zurich State Ethical Committee (KEK) to fulfil all legal
and data privacy protection requirements and is in strict
accordance with the declaration of Helsinki of the World
Medical Association. All participants gave their written
informed consent.
Instruments and measures
To measure PD dimensions we used the Assessment of
DSM-IV Personality Disorders Questionnaire (ADP-IV)
[18]. The ADP-IV design allows a dimensional trait-score
and a categorical PD diagnosis for each of the DSM-IV
PDs. The ADP-IV is a paper-pencil self-report instrument
consisting of 94 items which represent the 80 criteria of the
10 DSM-IV PD and the 14 research criteria of the
depressive PD and the passive-aggressive PD. Each trait-
question is rated on a 7-point Likert scale, ranging from
‘‘totally disagree’’ to ‘‘totally agree’’. For the present study
we used a German translation by Doering et al. [19].
Internal consistency of the ADP-IV dimensional PD scales
is good [19, 20] and test–retest reliability and concurrent
validity of the dimensional ADP-IV trait-scores are also
satisfactory [19, 20]. Most importantly, the ADP-IV
showed good concordance with the SCID-II interview [21]
and may be considered as an economic and valid alterna-
tive to semi-structured interviews.
All other variables included in the analysis were pro-
vided by the semi-structured interview, which was con-
ducted using the ‘‘Structured Psychopathological Interview
and Rating of the Social Consequences of Psychological
Disturbances for Epidemiology’’ (SPIKE) [22]. This semi-
structured interview, developed for epidemiological sur-
veys in psychiatric research, assesses data about socio-
demography, somatic syndromes, psychopathology, sub-
stance use, medication, health services, impairment, and
social activity. All variables of interpersonal functioning
were taken from the sections on ‘‘demography’’ and ‘‘social
network and partnership’’, which are two of the various
sections included in the SPIKE. Each variable was assessed
by a single question with standardized response options,
except for number of close friends and relatives and the
social support provided by them. The latter was assessed
with a visual analogue scale ranging from 0 ‘‘no social
support at all’’ to 10 ‘‘extensive social support’’. All par-
ticipants who indicated that they had no partner were
additionally asked whether they felt a need for more
emotional warmth, which we defined as a proxy for lone-
liness. In contrast, participants who confirmed that they had
a partner were asked if they experienced distress related to
the partnership and how frequently severe conflicts with
the partner occurred.
Statistical analysis
All associations between PD dimensions and psychosocial
functioning were examined with a series of generalized
linear models (GLM). PD dimensions were entered as the
dependent variables. Because they were all right skewed,
and after checking for the Akaike information criterion and
the Bayesian information criterion, we fitted models with
gamma distribution and log-link function. All continuous
predictor variables were standardized using the z-trans-
formation. All models were adjusted for age and sex. A
robust estimator was used to reduce the effects of outliers
and influential observations. Results were reported with
unstandardized regression coefficients (b) and their stan-
dard errors (SE). All analyses were performed with SPSS
20 for Macintosh.
Results
Because there were no substantial sex differences with
respect to most PD dimensions and to increase the statis-
tical power we just report the results unadjusted for sex.
The three exceptions to that rule are indicated below.
Associations between PD dimensions and interpersonal
functioning are indicated in Tables 1, 2, 3. Paranoid PD
was significantly related to living alone, having no chil-
dren, being unmarried, distress in friendships, conflicts
with friends, having no partner; and if there was a partner
paranoid PD was associated with high distress and severe
conflicts with the partner. Schizoid PD was significantly
associated with living alone, distress in friendships, con-
flicts with friends, feeling lonely, having no partner, and
distress in partnership. In contrast with all other PD
dimensions schizoid PD was negatively related to feeling
lonely, that is, subjects scoring high on the schizoid PD
dimension indicated they felt less lonely. Schizotypal PD
was significantly related to all nine predictors of interper-
sonal functioning. The association between schizotypal PD
and distress in friendships was considerably strong (see
Table 1).
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Antisocial PD was significantly associated with having
no children, being unmarried, distress in friendships and
conflicts with friends, having no partner, and distress in
partnership. One marked sex difference emerged: severe
conflicts with partner was negatively related to antisocial
PD in females (b = -0.141, p = 0.020), whereas in males
it was highly positively related (b = 0.452, p \ 0.001).
Borderline PD was significantly related to all nine indica-
tors of interpersonal functioning. Furthermore, associations
with distress in friendships, conflicts with friends, as well
as feeling lonely were considerably higher than those found
in other PD dimensions. Histrionic PD was significantly
associated with all predictors of interpersonal functioning
except for conflicts with partner. Finally, narcissistic PD
was significantly related to living alone, having no
children, being unmarried, distress in friendships and
conflicts with friends, having no partner, and distress in
partnership (see Table 2). With respect to narcissistic PD
another sex difference emerged: high distress in partner-
ship showed a substantial effect in females (b = 0.210,
p \ 0.001), but not in males (b = 0.018, p = 0.794).
Avoidant PD was significantly related to living alone,
having no children, being unmarried, distress in friendships
and conflicts with friends, and having no partner. Depen-
dent PD was significantly related to living alone, having no
children, distress in friendships as well as conflicts with
friends, feeling lonely, and distress in partnership. Finally,
obsessive-compulsive PD was significantly associated with
living alone, distress in friendships and conflicts with
friends, having no partner, and distress in partnership. The
Table 1 Association between interpersonal functioning and Cluster A PD dimensions
Paranoid b (SE) Sig. Schizoid b (SE) Sig. Schizotypal b (SE) Sig.
Living situation
Alone (N = 99) 0.174 (0.046) 0.000 0.093 (0.044) 0.034 0.140 (0.049) 0.004
Community (N = 404) Reference Reference Reference
Children
No (N = 389) 0.181 (0.051) 0.000 0.052 (0.048) 0.277 0.123 (0.050) 0.014
Yes (N = 121) Reference Reference Reference
Married
No (N = 371) 0.190 (0.050) 0.000 0.072 (0.044) 0.099 0.134 (0.048) 0.006
Yes (N = 134) Reference Reference Reference
Distress in friendships
High (N = 58) 0.272 (0.054) 0.000 0.157 (0.054) 0.004 0.345 (0.055) 0.000
Moderate (N = 130) 0.090 (0.043) 0.036 0.097 (0.041) 0.018 0.127 (0.043) 0.003
Low (N = 322) Reference Reference Reference
Conflicts with friends
Severe (N = 26) 0.303 (0.087) 0.000 0.202 (0.075) 0.007 0.312 (0.081) 0.000
Moderate (N = 101) 0.057 (0.046) 0.218 0.076 (0.044) 0.087 0.144 (0.046) 0.002
No (N = 383) Reference Reference Reference
Feeling lonely
Frequently (N = 42) 0.129 (0.090) 0.151 20.193 (0.087) 0.027 0.176 (0.089) 0.048
Sometimes (N = 81) 20.030 (0.071) 0.673 20.162 (0.070) 0.022 0.010 (0.072) 0.885
Never (N = 48) Reference Reference Reference
Partner
No (N = 171) 0.180 (0.040) 0.000 0.198 (0.037) 0.000 0.217 (0.041) 0.000
Yes (N = 340) Reference Reference Reference
Distress in partnership
High (N = 96) 0.191 (0.053) 0.000 0.179 (0.048) 0.000 0.206 (0.051) 0.000
Moderate (N = 113) 0.057 (0.051) 0.257 0.136 (0.046) 0.003 0.100 (0.049) 0.042
Low (N = 131) Reference Reference Reference
Conflicts with partner
Severe (N = 39) 0.162 (0.069) 0.019 0.123 (0.071) 0.086 0.186 (0.068) 0.007
Moderate (N = 155) 20.043 (0.046) 0.349 0.057 (0.041) 0.168 20.001 (0.045) 0.974
No (N = 145) Reference Reference Reference
Bold values indicate statistical significance at p \ 0.05
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total score, which is a sum-score of all 10 PD dimensions,
was significantly related to all indicators except for feeling
lonely and conflicts with partner (see Table 3).
Associations between PD dimensions and the social
network as a proxy of interpersonal functioning are
reported in Table 4. Paranoid, schizotypal, borderline,
narcissistic, avoidant, dependent, and obsessive-compul-
sive PDs as well as the total PD score were significantly
negatively related to the number of close friends and rel-
atives and the social support provided by them. Impor-
tantly, narcissistic PD was significantly related to social
support by friends only in females (b = -0.091,
p \ 0.001), but not in males (b = 0.003, p = 0.900).
Schizoid PD was negatively associated with social support
from friends and relatives and number of close relatives.
Antisocial PD was significantly negatively associated with
the number of close relatives, whereas histrionic PD was
negatively related to the number of close friends and rel-
atives, but only to the social support provided by relatives.
Discussion
In this study, we examined interpersonal functioning in
association with dimensional trait-scores of all 10 DSM-IV
PDs, using data from a large community sample of
20–41 year-old adults. To the best of our knowledge, this is
the first study that has focused specifically on various
indicators of social behaviour and social support in all 10
DSM-IV PDs using data from the general population. In
Table 2 Association between interpersonal functioning and Cluster B PD dimensions
Antisocial b (SE) Sig. Borderline b (SE) Sig. Histrionic b (SE) Sig. Narcissistic b (SE) Sig.
Living situation
Alone (N = 99) 0.073 (0.053) 0.161 0.189 (0.050) 0.000 0.132 (0.043) 0.002 0.097 (0.041) 0.017
Community (N = 404) Reference Reference Reference Reference
Children
No (N = 389) 0.146 (0.046) 0.001 0.191 (0.053) 0.000 0.181 (0.046) 0.000 0.089 (0.045) 0.047
Yes (N = 121) Reference Reference Reference Reference
Married
No (N = 371) 0.138 (0.043) 0.001 0.160 (0.053) 0.002 0.126 (0.046) 0.005 0.093 (0.043) 0.032
Yes (N = 134) Reference Reference Reference Reference
Distress in friendships
High (N = 58) 0.241 (0.069) 0.000 0.365 (0.060) 0.000 0.296 (0.053) 0.000 0.198 (0.050) 0.000
Moderate (N = 130) 0.130 (0.042) 0.002 0.141 (0.046) 0.002 0.114 (0.039) 0.003 0.057 (0.037) 0.116
Low (N = 322) Reference Reference Reference Reference
Conflicts with friends
Severe (N = 26) 0.278 (0.076) 0.000 0.366 (0.075) 0.000 0.220 (0.067) 0.001 0.164 (0.074) 0.026
Moderate (N = 101) 0.163 (0.051) 0.001 0.069 (0.050) 0.167 0.093 (0.042) 0.027 0.071 (0.040) 0.078
No (N = 383) Reference Reference Reference Reference
Feeling lonely
Frequently (N = 42) 0.131 (0.103) 0.203 0.354 (0.095) 0.000 0.207 (0.085) 0.015 0.100 (0.083) 0.227
Sometimes (N = 81) 0.012 (0.073) 0.872 0.138 (0.075) 0.066 0.115 (0.065) 0.077 0.057 (0.069) 0.409
Never (N = 48) Reference Reference Reference Reference
Partner
No (N = 171) 0.138 (0.043) 0.001 0.163 (0.045) 0.000 0.107 (0.039) 0.007 0.128 (0.035) 0.000
Yes (N = 340) Reference Reference Reference Reference
Distress in partnership
High (N = 96) 0.148 (0.056) 0.009 0.238 (0.058) 0.000 0.171 (0.050) 0.001 0.132 (0.043) 0.002
Moderate (N = 113) 0.064 (0.046) 0.165 0.055 (0.055) 0.316 0.057 (0.048) 0.236 0.110(0.044) 0.013
Low (N = 131) Reference Reference Reference Reference
Conflicts with partner
Severe (N = 39) 0.115 (0.085) 0.177 0.171 (0.076) 0.024 0.108 (0.064) 0.092 0.111 (0.059) 0.059
Moderate (N = 155) 20.002 (0.043) 0.954 20.002 (0.051) 0.973 20.024 (0.045) 0.596 0.000 (0.039) 0.991
No (N = 145) Reference Reference Reference Reference
Bold values indicate statistical significance at p \ 0.05
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sum, the results showed that general personality pathology
was associated with living alone, having no children, being
unmarried, having considerable distress and conflicts with
friends, feeling lonely (except for schizoid PD), and having
no partner. Living in a committed partnership and scoring
high on any PD dimension except for avoidant PD was
associated with high relationship distress. Rather surpris-
ingly, severe conflicts with a partner were uniquely asso-
ciated with paranoid, schizotypal, and borderline PD. The
number of close friends and relatives or the social support
provided by them was negatively related to all PD
dimensions. Every PD dimension was significantly asso-
ciated with the majority of indicators of interpersonal
functioning deficits, indicating a pervasive and consistent
effect.
We conclude from our data that general personality
maladjustment is highly indicative of a rather detached and
solitary lifestyle without partner and children, conflictual
and disturbed interpersonal relations, few close friends and
relatives, and lack of social support. Consequently, all 10
DSM-IV PDs are characterised by rather high psychosocial
distress and functional impairment. These findings are
mostly in line with the literature [4–9]. However, our
results conflict with an association between social func-
tioning specifically reported for histrionic PD. In contrast
to Oltmanns et al. [5] who reported a positive association,
we found a consistent negative association between his-
trionic PD and interpersonal functioning. However, as the
authors state in their discussion of this particular finding,
they doubt that histrionic subjects exhibit better social
Table 3 Association between interpersonal functioning and Cluster C PD dimensions
Avoidant b (SE) Sig. Dependent b (SE) Sig. Obs.-comp. b (SE) Sig. Total score b (SE) Sig.
Living situation
Alone (N = 99) 0.168 (0.050) 0.001 0.099 (0.044) 0.026 0.077 (0.035) 0.027 0.128 (0.035) 0.000
Community (N = 404) Reference Reference Reference Reference
Children
No (N = 389) 0.215 (0.053) 0.000 0.130 (0.048) 0.007 0.070 (0.042) 0.095 0.137 (0.038) 0.000
Yes (N = 121) Reference Reference Reference Reference
Married
No (N = 371) 0.153 (0.054) 0.004 0.072 (0.049) 0.146 0.061 (0.040) 0.128 0.120 (0.037) 0.001
Yes (N = 134) Reference Reference Reference Reference
Distress in friendships
High (N = 58) 0.290 (0.063) 0.000 0.262 (0.056) 0.000 0.167 (0.043) 0.000 0.258 (0.042) 0.000
Moderate (N = 130) 0.108 (0.048) 0.024 0.075 (0.041) 0.069 0.044 (0.036) 0.215 0.096 (0.032) 0.003
Low (N = 322) Reference Reference Reference Reference
Conflicts with friends
Severe (N = 26) 0.324 (0.081) 0.000 0.173 (0.063) 0.006 0.165 (0.050) 0.001 0.251 (0.056) 0.000
Moderate (N = 101) 0.034 (0.049) 0.486 0.001 (0.045) 0.986 0.059 (0.039) 0.125 0.073 (0.035) 0.038
No (N = 383) Reference Reference Reference Reference
Feeling lonely
Frequently (N = 42) 0.080 (0.098) 0.418 0.256 (0.081) 0.002 0.067 (0.074) 0.366 0.126 (0.067) 0.061
Sometimes (N = 81) 0.014 (0.079) 0.863 0.131 (0.068) 0.053 0.077 (0.059) 0.187 0.033 (0.050) 0.511
Never (N = 48) Reference Reference Reference Reference
Partner
No (N = 171) 0.192 (0.045) 0.000 0.067 (0.040) 0.094 0.065 (0.032) 0.044 0.144 (0.030) 0.000
Yes (N = 340) Reference Reference Reference Reference
Distress in partnership
High (N = 96) 0.097 (0.066) 0.143 0.156 (0.054) 0.004 0.152 (0.042) 0.000 0.170 (0.040) 0.000
Moderate (N = 113) 0.059 (0.057) 0.299 0.108 (0.051) 0.036 0.116 (0.044) 0.009 0.093 (0.038) 0.014
Low (N = 131) Reference Reference Reference Reference
Conflicts with partner
Severe (N = 39) 0.006 (0.099) 0.951 20.023 (0.066) 0.726 0.092 (0.055) 0.097 0.103 (0.056) 0.066
Moderate (N = 155) 20.068 (0.052) 0.188 0.006 (0.048) 0.905 0.040 (0.039) 0.302 20.005 (0.035) 0.891
No (N = 145) Reference Reference Reference Reference
Bold values indicate statistical significance at p \ 0.05
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functioning. Instead, they attribute the positive association
found in their data to a methodological artefact based on
the questionnaire they applied, which included questions
such as ‘‘how many times in the last 2 weeks have you
gone out socially with other people’’ or ‘‘how many friends
have you seen or been in contact with in the last two
weeks?’’. In agreement with Oltmanns et al. [5] we con-
sider such measures as rather weak indicators of interper-
sonal functioning deficits—especially in relation with
histrionic PD, which is characterized by superficial rela-
tionships—and suggest that questions that directly assess
conflicts and distress in relationships, as provided in the
present study, are more valid indicators of social dys-
function. Finally, in contrast to Cramer et al. [4], our results
suggest that both histrionic and obsessive-compulsive PDs
are significantly related to reduced quality of life, given
that interpersonal functioning is a crucial indicator of
quality of life.
Schizotypal and borderline PD were the only dimen-
sions that were significantly related to all predictors and the
only disorders that showed some considerably strong
associations relative to other PD dimensions. This is in
accordance with other studies, which have found that
psychosocial and functional impairment is more severe,
persistent and enduring in patients with schizotypal, and in
particular, borderline PD compared with other PD diag-
noses [9, 23, 24]. Consequently, it seems that associations
with social factors are particularly strong in schizotypal
and borderline PD, which we have also recently demon-
strated with respect to childhood adversity [25].
Some studies suggest that psychosocial and functional
impairment is more severe, persistent and enduring in
patients with PDs than, for instance, in subjects with major
depression [9, 13, 23]. Skodol et al. [9] state that impair-
ment in social relationships appears to be highly stable over
time in subjects with PDs. Furthermore, it has been shown
that co-occurring PDs significantly increase impairment in
social functioning in patients with mood disorders [26–28].
Thus, interpersonal dysfunction is a very serious issue in
subjects with pathological personality traits. This assump-
tion is supported by an Italian study which found that
among diagnoses of schizophrenia, affective disorder and
PD only the latter accounted for reduced quality of social
relations when adjusted for various covariates [29]. Further
evidence is provided by two other studies, which found that
PDs significantly reduced the subjective quality of life [4,
30]. Soeteman et al. [30] additionally showed that the
quality of life was inversely related to the number of
comorbid PD diagnoses and that the quality of life in PD
patients was comparable to that of patients with lung
cancer or Parkinson’s disease. This is in accordance with
our data, where the total PD score was significantly related
to most indicators of social functioning. That finding
indicates that social dysfunction increases with the accu-
mulation of additional PD symptoms.
Despite the strengths of a large community sample and
careful and elaborate assessment of interpersonal func-
tioning in association with all 10 DSM-IV PDs, this study
is also subject to one major limitation. Because of the
cross-sectional design we cannot draw causal conclusions
from our data. It could be that interpersonal functioning has
an effect on PD symptoms, or vice versa. However, since
PDs usually originate in early adolescence and are rather
stable and enduring conditions over time [31], it is more
plausible that PD symptoms preceded our indicators of
interpersonal functioning. It makes intuitively more sense
to conclude that subjects are unmarried, have no children
and experience more distress and conflicts in their rela-
tionships because they have pathological personality traits,
and not the other way round. In addition we acknowledge
Table 4 Association between social network and PD dimensions
Number of close friends Social support friends Number of close relatives Social support relatives
b (SE) Sig b (SE) Sig b (SE) Sig b (SE) Sig
Paranoid PD 20.091 (0.020) 0.000 20.073 (0.018) 0.000 20.070 (0.026) 0.007 20.047 (0.018) 0.008
Schizoid PD 20.049 (0.038) 0.191 20.096 (0.017) 0.000 20.044 (0.018) 0.012 20.048 (0.016) 0.003
Schizotypal PD 20.090 (0.025) 0.000 20.071 (0.018) 0.000 20.078 (0.023) 0.001 20.048 (0.017) 0.005
Antisocial PD 20.019 (0.016) 0.215 20.009 (0.019) 0.616 20.054 (0.020) 0.007 20.034 (0.018) 0.054
Borderline PD 20.088 (0.025) 0.001 20.055 (0.018) 0.003 20.109 (0.021) 0.000 20.072 (0.018) 0.000
Histrionic PD 20.056 (0.016) 0.001 20.028 (0.016) 0.089 20.067 (0.018) 0.000 20.035 (0.015) 0.024
Narcissistic PD 20.048 (0.017) 0.005 20.050 (0.016) 0.001 20.066 (0.017) 0.000 20.033 (0.015) 0.027
Avoidant PD 20.104 (0.026) 0.000 20.108 (0.020) 0.000 20.089 (0.024) 0.000 20.088 (0.020) 0.000
Dependent PD 20.059 (0.021) 0.004 20.079 (0.017) 0.000 20.053 (0.018) 0.003 20.054 (0.016) 0.001
Obs.-comp. PD 20.062 (0.016) 0.000 20.063 (0.014) 0.000 20.054 (0.019) 0.004 20.051 (0.014) 0.000
Total score 20.067 (0.019) 0.000 20.069 (0.014) 0.000 20.069 (0.017) 0.000 20.054 (0.013) 0.000
Bold values indicate statistical significance at p \ 0.05
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the reduced response rate. Assuming that more severely ill
people are harder to access and less willing to participate,
we cannot exclude a bias in this respect. Furthermore, all
data in the present study relied on self-reports, which
means that our results may be biased through omission,
denial, or concealment.
In conclusion, in this study we addressed an important
issue of PD research that has hardly been examined before.
Although a main criterion for PD diagnosis [1] very few
studies have specifically examined interpersonal function-
ing deficits in all PDs. In this respect, we found that sub-
jects scoring high on any PD dimension reported
considerable deficits in interpersonal functioning, as char-
acterized through a solitary lifestyle, conflictual and dis-
tressful social relations, and a lack of social support. All
DSM-IV PDs are associated with poor interpersonal func-
tioning, but there is some evidence that schizotypal and in
particular borderline symptomatology affects deficits in
social interactions even more profoundly than other PD
dimensions. These deficits have detrimental effects on the
quality of life and a serious impact on public mental health
policies [14, 32, 33].
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